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F 000 INITIAL COMMENTS F 000

This Statement of Deficiencies was generated as 

a result of the annual Medicare recertification 

survey conducted at your facility on 6/2/09 

through 6/10/09.

The census was 91 residents.  The sample size 

was 26 sampled residents which included 3 

closed records, and 7 unsampled residents.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigation, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

The following deficiencies were identified:

F 221

SS=D

483.13(a) PHYSICAL RESTRAINTS

The resident has the right to be free from any 

physical restraints imposed for purposes of 

discipline or convenience, and not required to 

treat the resident's medical symptoms.

This REQUIREMENT  is not met as evidenced 

by:

F 221

Based on observations, interview and record 

review, the facility failed to assess the benefits of 

hand mittens used as restraints for 1 of 26 

sample residents.

Findings include:

Resident #1

Resident #1 was admitted to the facility on 5/8/09, 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 221 Continued From page 1 F 221

with a diagnoses that included Traumatic Brain 

Hemorrhage, Convulsions, Ventilator Dependent 

Respiratory Failure, Congestive Heart Failure.  

The resident's medical record revealed the 

resident is severely cognitive impaired and is non 

responsive. The resident was also admitted with 4 

unstageable pressure sores and a Foley catheter.  

The nurse's notes for Resident #1 dated 6/1/09, 

indicated that the resident's Foley catheter was 

out and had to be reinserted.  

On the morning of 6/2/09, Resident #1's Foley 

catheter was observed draining pinkish color 

urine into his Foley bag.  The resident's arms and 

legs were free of any restraints.

On the morning of 6/3/09, Resident #1 was 

observed with a hand mitten on his right hand.

On the morning of 6/4/09, Resident #1 was 

observed without a hand mitten, presence of 

blood in his tracheostomy tube and dark colored 

urine draining into the Foley catheter bag.

On the afternoon of 6/4/09, Resident #1 was 

observed grasping his tracheostomy tube with his 

right hand.  

During the morning of 6/5/09, Resident #1 was 

observed with a hand mitten on his right hand.

The Assistant Director of Nursing indicated in an 

interview on 6/9/09, that a physician's order was 

necessary for the use of hand mittens.

Resident #1's clinical record revealed no order for 

hand mittens to be used, nor was there any 

assessment documenting its beneficial use.  The 
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F 221 Continued From page 2 F 221

facility did not assess or obtain a physicians order 

for the use of hand mittens to prevent Resident 

#1 from harming himself by possibly pulling out 

his Foley catheter or tracheostomy tube.

F 223

SS=D

483.13(b), 483.13(b)(1)(i) ABUSE

The resident has the right to be free from verbal, 

sexual, physical, and mental abuse, corporal 

punishment, and involuntary seclusion.  

The facility must not use verbal, mental, sexual, 

or physical abuse, corporal punishment, or 

involuntary seclusion.

This REQUIREMENT  is not met as evidenced 

by:

F 223

Based on interviews and document review, the 

facility failed to ensure an alleged resident to 

resident sexual abuse was identified and 

investigated for 1 of 26 residents (Resident #24).

Findings include:

Resident #24

Resident #24 was an 87 year old male admitted 

to the facility on 9/17/09, with diagnoses to 

include Depressive Disorder, Hypertension, Legal 

Blindness, Rheumatoid Arthritis, Restless Legs 

Syndrome, Shortness of Breath, Osteoporosis 

and Esophageal Reflux. The resident was alert 

and oriented times three.

Record Review:

The Nurses Notes revealed the following 

documentation:
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F 223 Continued From page 3 F 223

" 2/10/09 7-3 Pt (patient-Resident #24) had an 

episode of stroking a female pt sitting along the 

hallway, pt was firmly told not to do it because it 

was not appropriate. Pt became very upset and 

angry and yelling & verbally abusive to staff 

apprehending him. Pt also touches female staff 

on their behind while their back is turned pt told 

not to do that & pt states "the hell who cares if I 

touch you or not"."

" 2/19/09 6:10 PM Pt (Resident #24) getting in 

close contact C (with) one female patient. Pt 

attempting and witnessed by staff standing up 

from his chair to get closer to the other patient. Pt 

gestured to hit staff C his rt (right) hand."

"2/26/09 5:20 PM Pt (Resident #24) sitting on his 

wheelchair and was blocking entry to nurse's 

station. Nurse asked pt to move back he is 

blocking the entry. Pt refused to move and stated 

to CNA (Certified Nursing Assistant) who was 

sitting at the nurse's station, "I want to rape her" 

CNA asked pt to repeat what he stated and pt 

yelled out, "I want to rape her" Pt statements 

witnessed by CNA (name) and waiter. Pt was told 

that his remarks would be reported and he stated, 

"I don't care that doesn't change anything"."

On 3/19/09 at 10:15 AM, the nurse documented 

that a CNA notified her that Resident #24 told the 

CNA he wanted to "bite her (vulgar slang word for 

female breasts)" and he would be good to her.

" 3/19/09 2 PM Pt.(Resident #24) was witnessed 

by several staff members and other patients that 

(Resident #24's name) is holding another 

patient's (female) arm & hand and he had them 

on his crouch. (Resident #24's name) was 

confronted to stop, he became very upset and he 
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F 223 Continued From page 4 F 223

covered his lap C a towel while hands of the 

female pt and his still under the towel. Female 

patient taken away from him. Patient denied 

doing anything wrong."

"3/19/09 1800 (6:00 PM) Another male patient 

reported to me that he had witnessed (Resident 

#24's name) fondling and messaging the same 

female patient's breasts while sitting along the 

hallway without staff around. Incidents reported to 

RN (registered nurse) supervisor (Employee #6's 

name) Pt was advised to stay away from female 

patient."

The facility Abuse Prevention Policy (APM 

0301.00) effective date 10/01/05, does not define 

an alleged sexual incident between an alert 

resident and alert/confused resident whether 

consensual or non-consensual. The policy does 

not define when law enforcement should be 

called after investigating and substantiating 

sexual abuse between two residents whether 

consensual or non consensual.

The documentation contained in the Nurse's 

Notes did not identify if there was one female or 

several female residents involved in the sexual 

incidents,  if the incidents were consensual or 

non-consensual and if the female residents were 

alert and oriented or confused.

Interview:

On 6/10/09, the Administrator (who is the abuse 

coordinator) and the Director of Nursing Services 

(DNS) indicated they were unaware of these 

incidents. The DNS indicated Resident #24 was 

very friendly with the staff and on occasion she 

had hugged Resident #24 in a friendly manner. 
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F 223 Continued From page 5 F 223

She indicated the staff never notified her of his 

inappropriate behavior with female residents or 

female staff members.

During the abuse prevention interviews with 

facility staff on 6/4/09, 6/5/09 and 6/9/09 five of 

five staff indicated they would report to the Nurse 

Supervisor if they witnessed two residents having 

a sexual encounter.

F 241

SS=E

483.15(a) DIGNITY

The facility must promote care for residents in a 

manner and in an environment that maintains or 

enhances each resident's dignity and respect in 

full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 

by:

F 241

Based on observation and interviews, the facility 

failed to ensure that dignity and respect was 

afforded to 4 of 26 residents (#5, #6, #11 and 

#18) and three unsampled residents.

Findings include:

Observations:

1. During the facility tour of the 100 Hall on 

6/9/09, the staff were observed entering the 

resident's rooms without knocking. 

2. On 6/2/09, 6/3/09, 6/4/09,and 6/5/09, 

Residents #5, #6 and #11 had loud pop and hip 

hop music playing on the radio while the 

television was turned on in their rooms. The 

residents were non-verbal and ventilator 

dependent and unable to voice their music 

preferences.
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F 241 Continued From page 6 F 241

3. On 6/3/09 and 6/5/09, the privacy curtains in 

the rooms of Residents #5, #6, #11 and an 

unsampled resident remained open during their 

tracheostomy changes conducted by the 

Respiratory Therapists. 

4. On 6/2/09 at 12:50 PM and 6/3/09 at 10:30 AM, 

an unsampled resident in Room 104 A was 

observed lying supine with his genitals exposed.

5. During the morning medication pass on 6/3/09, 

one unsampled resident in Room 107B was lying 

completely unclothed with the privacy curtain 

opened.

Interviews:

1. On 6/5/09, Resident #18 indicated the staff 

usually do not knock on the door when entering 

the room.

2. On 6/5/09, the Activities Director indicated she 

often had to change the music on the radio in the 

rooms of the residents on the 100 Hall. She 

indicated the CNAs (Certified Nurse Assistants) 

changed the stations to loud inappropriate music 

while they administrated care to the residents. 

She indicated the loud music probably agitated 

the ventilator dependent residents.

3. On 6/9/09 at 9:30 AM, during a wound care 

observation of Resident #11, Employee #14 

indicated sometimes when she came into the 

resident's room the music is "horrible."

F 246

SS=D

483.15(e)(1) ACCOMMODATION OF NEEDS

A resident has the right to reside and receive 

services in the facility with reasonable 

F 246
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F 246 Continued From page 7 F 246

accommodations of individual needs and 

preferences, except when the health or safety of 

the individual or other residents would be 

endangered.

This REQUIREMENT  is not met as evidenced 

by:

Based on observation, the facility failed to ensure 

4 unsampled residents were properly positioned.

Findings include:

Observations:

1. During the initial tour of the facility on 6/2/09, 

three unsampled ventilator dependent residents 

in Rooms 103B, 107B and 109B were observed 

to be slumped down in the bed with their heads 

against the side rails. 

2. An unsampled resident in Room 113B was 

observed sleeping in his specialty chair with his 

head slumped forward on 6/2/09 from 2:00 PM to 

4:30 PM.

F 250

SS=D

483.15(g)(1) SOCIAL SERVICES

The facility must provide medically-related social 

services to attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident.

This REQUIREMENT  is not met as evidenced 

by:

F 250

Based on interview and record review, the facility 

failed to ensure social services assessed, 
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F 250 Continued From page 8 F 250

documented and made recommendations for 3 of 

26 residents who displayed inappropriate 

behaviors, had family issues and incorrect 

classifications. (Residents #5, #12, #24).

Findings include:

Resident #24

Resident #24 was an 87 year old male admitted 

to the facility on 9/17/09, with diagnoses to 

include Depressive Disorder, Hypertension, Legal 

Blindness, Rheumatoid Arthritis, Restless Legs 

Syndrome, Shortness of Breath, Osteoporosis 

and Esophageal Reflux. The resident was alert 

and oriented times three.

Interview:

On 6/3/09, the Administrator indicated the 

previous Social Worker was no longer employed 

and the new person had started employment two 

days before the start of the survey.

Record Review

The Nurse's Notes for Resident #24 documented 

on 2/10/09, 2/17/09, 2/19/09, 3/11/09 and 3/19/09 

the resident was sexually abusive toward an 

unknown number of female residents (also see 

Tag F223).  The notes revealed he was verbally 

abusive and sexually suggestive to female staff 

members.

There was no documentation concerning 

Resident #24's behaviors in the Social Service 

Notes that concerned assessment or 

interventions.
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F 250 Continued From page 9 F 250

Resident #12

Resident #12 was a 75 year old male admitted to 

the facility on 5/8/09, with diagnoses to include 

Chronic Airway Obstruction, Chronic Ischemic 

Heart disease, Convulsions, Hypertension, Old 

Myocardial Infarction, Psychosis and Tobacco 

Use Disorder. The resident had a recent history of 

a Coronary Bypass Graft of five coronary vessels 

on April 20, 2009. The resident was discharged 

from the hospital to the facility on 5/8/09.

Record Review:

The Nurse's Notes dated 5/16/09, indicated the 

resident's son gave him a cigarette while on 

oxygen that resulted in the resident receiving 

burns to his face and arm (also see Tag F323).  

On 5/24/09, the resident was found smoking in 

the facility parking lot with oxygen in use, and the 

cigarette was given to him by his son.

The Nurse's Notes documented on 5/16/09, 

5/24/09 and 5/25/09, indicated the resident's son 

smelled of alcohol. 

The Nurse's Notes for Resident #12 dated 

5/16/09, indicated the police department had to 

remove the inebriated son from the building after 

he became frustrated and verbally abusive with 

staff.

There were several instances of family issues 

between Resident #12's former spouse and his 

son documented in the Nurse's Notes on 5/15/09, 

5/16/09, 5/24/09 and 5/25/09, with concerns 

pertaining to the resident's safe discharge.
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There was no documented evidence in the Social 

Service Notes concerning interventions used to 

defuse the volatile situations that occurred during 

the resident's stay at the facility. 

Resident #5

Resident #5 was a 49 year old male admitted to 

the facility on 7/21/09, with diagnoses to include 

Anorexic Brain Damage, Sudden Cardiac Arrest, 

Acute Respiratory Failure, Seizures, 

Contractures, History of Renal Failure, Attention 

to Tracheostomy, Ventilator Dependent, and 

Hypertension.

A Quarterly Social Service Note dated 4/29/09, 

indicated Resident #5 had no Advance Directive 

and was a full code.

The resident had an Advance Directive from 2008 

in his medical record that indicated he wished to 

be a, "Class II" (no CPR (cardiopulmonary 

resuscitation), no defibrillation).

F 279

SS=E

483.20(d), 483.20(k)(1) COMPREHENSIVE 

CARE PLANS

A facility must use the results of the assessment 

to develop, review and revise the resident's 

comprehensive plan of care.

The facility must develop a comprehensive care 

plan for each resident that includes measurable 

objectives and timetables to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment.  

The care plan must describe the services that are 

F 279
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to be furnished to attain or maintain the resident's 

highest practicable physical, mental, and 

psychosocial well-being as required under 

§483.25; and any services that would otherwise 

be required under §483.25 but are not provided 

due to the resident's exercise of rights under 

§483.10, including the right to refuse treatment 

under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 

by:

Based on record reviews, documentation review, 

policy review, and interview, the facility failed to 

ensure the plan of care for 7 of 26 residents (#4, 

#9, #10, #13, #15, #22, #24) were updated.  

Findings include:

Resident #4

Resident #4 was a 83 year-old male admitted to 

the facility on 4/8/09, with diagnoses including Old 

Cervical Fracture, History of Falls, Abnormality of 

Gait, Parkinson Disease, Mental Disorder Not 

Otherwise Specified, Depressive Disorder, and 

Esophageal Reflux. 

Record review:

Documentation in the facility's Nurse's Notes 

indicated the resident incurred falls during the 

following dates and shifts with documentation of 

injury:

1). 5/2/09 at 1850 (6:50 PM) and suffered a skin 

tear to the left arm measuring 3 centimeters.

2). 5/9/09 at 1930 (7:30 PM)

3). 5/14/09 at 0640 (6:40 AM)

4). 5/26/09 at 1500 (3:00 PM)
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5). 5/30/09 at 4:45 PM  

6). 6/4/09 after lunch and suffered a laceration 

the left eye brow which required sutures.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 4/17/09, indicated the resident was a 

fall risk related to a history of falls, gait 

abnormality, Parkinson's disease, Dementia, 

Depression, old Cervical Spine Fracture, Debility 

and is on psychotropic medications. 

Further noted on the Care Plan, was a 

documented fall on 5/2/09. On the second page 

of the Care Plan, it was noted that the care plan 

was reviewed and no changes to the plan will 

occur. There were no other documented updates 

to the resident's care plan and implemented 

changes following the 4 other falls between 

5/9/09 and 5/30/09.  

Review of the facility's Post Fall Assessment, 

dated 5/2/09, indicated the resident was 

attempting to get up out of bed to stand and the 

apparent fall occurred. 

There was no other Post Fall Assessment 

documentation in the resident's record and 

available for review for the additional falls which 

occurred between 5/9/09 and 5/30/09.

The Physician's Order, dated 5/26/09, indicated 

an order for a Bed Alarm for the resident's bed as 

a fall preventive measure. This order was in 

response to the resident's fall earlier during the 

day on 5/26/09. There was no documented 

evidence in the resident's record that this 

approach was on the resident's care plan or 

implemented.  
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Documentation review:

Review of the facility's Monthly Incident/Accident 

Log for May 2009, indicated the resident had 

documented falls on 5/2/09, 5/9/09, and 5/14/09. 

There was no documentation on the monthly log 

for the falls which occurred on 5/26/09 and 

5/30/09.  

Resident #9

Resident #9 was 82 year-old female initially 

admitted to the facility on 1/22/09, and readmitted 

on 1/29/09, with diagnoses including Anxiety 

Disorder, Chronic Back Pain, Anemia, Chest 

Pain, History of Coronary Artery Disease, Status 

Post Percutaneous Transluminal Coronary 

Angioplasty, Diabetes, and Hypothyroidism.

Record review:

Documentation in the facility's Nurse's Notes 

indicated the resident incurred falls during the 

following dates and shifts and injuries noted:

1). 3/10/09 during the day shift and required a 

right hand and middle finger X-ray.

1). 4/30/09 at 0340 (3:450 AM) and suffered deep 

tissue bruise around right eye.

2). 5/10/09 at 0645 (6:45 AM) and suffered a 

single broken rib.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 5/7/09, indicated the resident was a 

fall risk related to a history of falls, tries to be 

independent beyond capabilities, tries to 

ambulate by self, and on medication that may 

contribute to falls.
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Further noted on the Care Plan was a 

documented fall on 5/10/09. Additional 

documentation included resident diagnoses and 

current prescribed medications as of the care 

plan date. There was no evidence of the falls on 

3/10/09 and on 4/30/09, noted on the resident's 

care plan.   

The fall on 5/10/09 was documented on the care 

plan, but no evidence of injury documented. 

There were two new interventions implemented 

following the fall on 5/10/09, which were frequent 

reminders and a low to floor bed. A 

recommendation for a psychiatric evaluation 

during the interdisciplinary team meeting was not 

evident on the care plan as an approach.   

The Physician Orders, dated 5/28/09, revealed 

the order for a low to floor bed. Review of the 

physician orders at the time of the post fall 

assessment did not reveal evidence of orders for 

low bed and the psychiatric evaluation 

recommended during the Interdisciplinary team 

meeting. 

Review of the facility's Post Fall Assessment, 

dated 4/30/09, indicated the resident was 

attempting to ambulate to the bathroom and the 

apparent fall occurred. It was noted on the 

assessment that the bed was in a low position, 

however there was no physician order in the 

record and evidence of low bed in the resident's 

current care plan in place. 

Review of the Post Fall Assessment, dated 

5/10/09, indicated the resident attempted to 

transfer from bed to her wheelchair when the 

accident occurred.  It was indicated on the 

assessment that the bed was in a low position, 
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however there was no evidence of a physician 

order or intervention documented in the current 

care plan prior to 5/10/09, and not until 5/28/09.  

Resident #10

Resident #10 was a 67 year-old male initially 

admitted on 3/20/09, and readmitted on 4/20/09, 

with diagnoses including Attention to 

Gastrostomy, Chronic Obstructive Pulmonary 

Disease, Convulsions, Pneumonia, Dementia 

without Behavior Disturbances, Altered Mental 

Status, Anemia, and Seizure Disorder.

Documentation review:

Documentation in the facility's Monthly 

Incident/Accident Log revealed these 

documented falls with no evidence of injury:

1). 3/22/09, during the early morning

2). 3/24/09, during the evening and sent out for 

evaluation due to change of status.  

3). 4/9/09, during the early morning

4). 4/10/09, during the early morning

5). 4/15/09, during the evening and sent out 2 

days later for left arm weakness.

Record review:

Resident has had several admissions and 

discharges since the initial admission to the 

facility on 3/20/09. Below are the admission and 

discharge dates of the resident:

1). Admitted on 3/20/09 and discharged on 

3/25/09 due to a fall and change of condition

2). Readmitted on 3/31/09 and discharged on 

4/17/09 due to left arm weakness

3). Readmitted on 4/20/09 
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Review of the resident's Care Plan for physical 

mobility, impaired, dated 4/7/09, indicated the 

resident was a fall risk related to functional 

decline, unstable gait, and has diagnosis of 

Alzheimer Dementia. There was no 

documentation of evidence of the two previous 

falls on 3/22/09 and 3/24/09, which required the 

resident to be transferred out for evaluation. 

Review of the Care Plan for Falls/Fall Risk, dated 

4/15/09, indicated the resident was a fall risk 

related to impulsive behaviors, tries to be 

independent beyond capabilities, unsteady gait, 

Alzheimer Dementia, and medications which 

could contribute to falls. 

Review of the Care Plan for Falls/Fall Risk related 

to Alzheimer Disease, dated 5/4/09, indicated the 

resident was a fall risk due to the same 

indications noted in the above 4/15/09 plan. Again 

there was no updates to the resident's care plan 

with the five falls the resident has incurred and 

any new interventions to prevent the possibility of 

future falls.

Further review of the two above aforementioned 

care plans had no evidence of five falls the 

resident incurred during the previous admission 

(3/22/09, 3/24/09) and the current admission 

(4/9/09, 4/10/09, 4/15/09). There was no 

indication of change with interventions that would 

possibly prevent further falls. 

An attempt to review the facility's Post Fall 

Assessments for each fall was unavailable.  

There was no evidence of the assessments 

following a fall. 

Interview:
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On 5/4/09 at 11:15 AM, Employee #12 indicated 

she had not completed the incident reports and 

post fall investigations as of this date. She 

indicated that there was no pattern to the 

resident's falls. She added that there were no 

reported injuries due to the falls.

Employee #12 acknowledged during the interview 

that the assessments following falls assist the 

facility in care planning.

Resident #13

Resident #13 was a 92 year-old female admitted 

to the facility on 1/7/09, and discharged on 

2/21/09 to Nathan Adelson Hospice, with 

diagnoses including Hypertension Not Otherwise 

Specified, Hyperlipidemia, Status Post Right Hip 

Fracture/Repair, Depressive Disorder, Parkinson 

Disease, Dysphagia Not Otherwise Specified, 

Atrial Fibrillation, Anemia, Osteoporosis Not 

Otherwise Specified, and Anxiety State.

Record review:

Review of the resident's Nurse's Notes revealed 

the resident incurred two separate falls with no 

documented evidence of injury: 

1). 1/16/09 during the evening shift

2). 2/12/09 during the evening shift while left 

unattended in the dining room.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 1/14/09, indicated the resident was at 

risk for falls due to history of fall with hip fracture, 

Parkinson, Depression, Anemia, Atrial fibrillation, 

and on medications that could contribute to falls.
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A Physician's Order, dated 1/16/09, revealed 

orders for X-rays of the resident's lateral hip, 

lumbar spine series, fall precautions, and place 

the resident in a low bed.  

  

Further review of the Care Plan revealed 

documentation of two falls on 1/16/09 and 

2/12/09, and both were noted as no injury. There 

was no evidence of new interventions 

documented on the care plan. The second page 

of the care plan revealed documentation of "no 

change in plan of care" for 1/16/09 and 2/12/09, 

however, physician orders on 1/16/09 revealed a 

low bed order.

Review of the Post Fall Assessment, dated 

1/16/09, indicated the facility was unaware of the 

resident's activity during the fall which occurred in 

the resident's room. It was indicated in the 

assessment that the resident was in a low bed 

prior to the fall. An order for low bed was written 

following the resident's fall. 

Review of the Post Fall Assessment, dated 

2/12/09, indicated the resident was sitting in her 

wheelchair in the dining room when the fall 

occurred. 

The facility's Investigation Report, dated 2/12/09, 

indicated the resident was left unattended in the 

dining room when the fall occurred on 2/12/09. 

Resident #15

Resident #15 was a 55 year-old female admitted 

to the facility on 4/30/09, with diagnoses including 

Left Sided Weakness, Recurrent, Secondary to 
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Recurrent Cerebrovascular Accident, History of 

Acute renal Failure and Chronic Kidney Disease 

on Hemodialysis, Status Post Aspiration 

Pneumonia, Fungal Dermatitis, History of 

Diabetes, Hypertension, and Left Upper Extremity 

Swelling. 

Record review:

Review of the three Post Fall Assessments 

contained in the record indicated the resident 

incurred three falls during the month of May 2009 

(5/4/09, 5/11/09,5/17/09). All three falls occurred 

in the resident's bedroom while attempting to 

transfer.

Review of the two Care Plans for Risk of Falls, 

dated 5/4/09 and 5/7/09, noted all three falls that 

the resident had incurred. The Care Plan dated 

5/4/09, noted the first two falls on 5/4/09 and 

5/11/09.  Following the resident's initial fall, It was 

noted on the plan that the facility had 

implemented siderails as an enabler and frequent 

reminders to ask for assistance. The intervention 

following the second fall was a X-ray due to the 

resident hitting her face on the floor. There was 

no evidence of an additional or different 

intervention which may prevent future falls.

The second Care Plan, dated 5/7/09, noted the 

resident's third fall on 5/17/09. Interventions noted 

on the was to schedule an eye examination to get 

the resident new glasses. A second notation on 

the second page of the plan was on 5/20/09, 

which indicated no change to the plan of care.

Resident #22
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Resident #22 was a 69 year-old male admitted to 

the facility on 5/2/09, with diagnoses including 

Congestive Heart Failure Not Otherwise 

Specified, Insomnia, Acquired Hypothyroidism, 

Spasm of Muscle, Hypertension, Status Post 

Amputee Below Left Knee, Gangrene, Status 

Post Amputee Other Toe, and Diabetes Mellitis II 

Uncontrolled.

Documentation review:

Review of the facility's Monthly Incident/Accident 

Log for May 2009, indicated the resident incurred 

two falls soon after his admission on 5/2/09. Both 

falls (5/7/09, 5/8/09) occurred while the resident 

was in his room. The log did not contain any 

corrective actions corresponding to the two falls.

Record review:

Review of the initial Fall Risk Assessment, dated 

5/2/09, rated the resident with a total score of "5" 

(10 and above is high risk). The resident has a 

incurred an amputation below the right knee and 

fourth toe to left foot with indications of additional 

amputations as noted in a 6/1/09 Doctor's 

Progress Note during a wound follow-up visit. 

Review of the two Care Plans for Risk for Falls, 

dated 5/7/09 and 5/11/09, indicated various 

facility approaches with no new interventions 

noted following the second fall.

The Care Plan, dated 5/7/09, noted as a facility 

approach was to maintain the bed at the "lowest 

position". However, it was noted in a Physician 

Order on 5/28/09 to place the resident in a "low 

bed for safety" and "activity = W/C (wheelchair), 

and no wt. (weight) bearing to lf (left) leg." This 

order was 20 days following the second fall.  
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Further review of the both plans did not indicate 

any new changes or updates following the second 

fall and after the new physician orders on 5/28/09. 

Resident #24

Resident #24 was an 88 year-old male admitted 

to the facility on 9/17/08, with diagnoses including 

Cellulitis Not Otherwise Specified, Depressive 

Disorder, Mental Disorder, Hypertension Not 

Otherwise Specified, Legal Blindness, rheumatoid 

Arthritis, restless Leg Syndrome, Long-Term Use 

antibiotics, Shortness of Breath, Esophageal 

Reflux, Hyperlipidemia Not Otherwise Specified, 

and Osteoporosis Not Otherwise Specified. 

Issue #1

Record review:

Review of the facility's Nurse's Notes since 

admission on 9/17/08, revealed several falls the 

resident had incurred:

1). 10/19/08, during day shift

2). 3/10/09, during day shift

3). 3/19/09, during the evening shift

4). 3/21/09, during the day shift and hit head and 

complained of headache sent for head X-rays.

5). 4/27/09, during the evening shift and suffered 

skin tear.

6). 5/20/09, during the day shift

Review of the resident's Care Plan, dated 

12/24/08, noted falls the resident incurred on 

10/19/08, 3/10/09, 3/21/09, and 4/27/09. The care 

plan did not note updates following the falls on 

3/19/09 and 5/20/09. 
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Further review of the plan revealed on the second 

page indicated no new changes or updates 

occurred following the early falls until seven days 

after the resident's fall on 4/20/09. The 

intervention indicated was "...frequent verbal 

reminders to ask for assistance."  Also, noted on 

the second page of the plan was treatment to the 

resident's skin tear. 

Policy review:

It was indicated in the facility's Fall Prevention 

that the facility would assess resident for the risk 

of falls and to follow-up and evaluate falls in order 

to assess the resident's condition. It further 

indicated that the assessment of the falls would 

identify the reason for the fall and would assist in 

the preparation of a plan of care which could 

reduce the potential for future falls.

It was indicated under the purpose subsection of 

the policy, that all residents would receive a 

"prompt assessment and treatment immediately 

following any fall or injury by the appropriate 

health professional."

   

It was documented under the procedure 

subsection of the facility's Fall Prevention, that 

under procedure #20, "The care plan will be 

updated, post fall, identifying the fall and goals 

and approaches to reduce the potential of future 

reoccurrence."

It was further documented in the policy under 

procedure #14, "...the nursing "Post Fall 

Assessment" will be completed by the charge 

nurse within 24 hours to assist in identifying 

contributing factors to the event." And indicated in 

procedure #18, that the information obtained from 
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the "Post Fall Assessment" review will be used to 

improve the resident's fall prevention plan. 

Issue #2

Record Review:

The Nurses Notes revealed the following 

documentation:

 

"2/10/09 7-3 Pt (patient-Resident #24) had an 

episode of stroking a female pt sitting along the 

hallway, pt was firmly told not to do it because it 

was not appropriate. Pt became very upset and 

angry and yelling & verbally abusive to staff 

apprehending him. Pt also touches female staff 

on their behind while their back is turned pt told 

not to do that & pt states "the hell who cares if I 

touch you or not"."

"2/19/09 6:10 PM Pt (Resident #24) getting in 

close contact C (with) one female patient. Pt 

attempting and witnessed by staff standing up 

from his chair to get closer to the other patient. Pt 

gestured to hit staff C his rt (right) hand."

"2/26/09 5:20 PM Pt (Resident #24) sitting on his 

wheelchair and was blocking entry to nurse's 

station. Nurse asked pt to move back he is 

blocking the entry. Pt refused to move and stated 

to CNA (Certified Nursing Assistant) who was 

sitting at the nurse's station, "I want to rape her" 

CNA asked pt to repeat what he stated and pt 

yelled out, "I want to rape her" Pt statements 

witnessed by CNA (name) and waiter. Pt was told 

that his remarks would be reported and he stated, 

"I don't care that doesn't change anything"."

On 3/19/09 at 10:15 AM, the nurse documented 
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that a CNA notified her that Resident #24 told the 

CNA he wanted to "bite her (vulgar slang word for 

female breasts)" and he would be good to her.

" 3/19/09 2 PM Pt.(Resident #24) was witnessed 

by several staff members and other patients that 

(Resident #24's name) is holding another 

patient's (female) arm & hand and he had them 

on his crouch. (Resident #24's name) was 

confronted to stop, he became very upset and he 

covered his lap C a towel while hands of the 

female pt and his still under the towel. Female 

patient taken away from him. Patient denied 

doing anything wrong."

"3/19/09 1800 (6:00 PM) Another male patient 

reported to me that he had witnessed (Resident 

#24's name) fondling and messaging the same 

female patient's breasts while sitting along the 

hallway without staff around. Incidents reported to 

RN (registered nurse) supervisor (Employee #6's 

name) Pt was advised to stay away from female 

patient."

The Comprehensive Assessment for Resident 

#24 contained no documentation concerning the 

resident's inappropriate sexual advances towards 

female residents and verbal and sexual 

inappropriateness towards female staff at the 

facility.

F 314

SS=G

483.25(c) PRESSURE SORES

Based on the comprehensive assessment of a 

resident, the facility must ensure that a resident 

who enters the facility without pressure sores 

does not develop pressure sores unless the 

individual's clinical condition demonstrates that 

they were unavoidable; and a resident having 

pressure sores receives necessary treatment and 

F 314
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services to promote healing, prevent infection and 

prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 

by:

Based on observation, record review and 

interview, the facility failed to ensure that 1 out of 

26 residents (#16) was properly assessed and 

monitored to prevent the development of a sacral 

decubitus. 

Findings include:

Resident #16

Resident #16 was an 86 year old female admitted 

to the facility on 3/16/09, with diagnoses including 

Hypothyroidism, Osteoporosis, Pulmonary 

Embolism/Infarction, Venous Thrombosis, Atrial 

Flutter, Dysphagia, and Urinary Track Infection.  

Record Review:

The resident's initial History and Physical 

Examination, dictated 3/25/09, indicated the 

resident has a history of multiple diagnoses 

including a status post fall with 70% T12 

compression fracture. Prior to her fall she was 

living with her husband at an assisted living 

facility. It was noted that the resident was 

pleasant and was in no acute distress and able to 

move all extremities. 

The History and Physical Examination further 

indicated, a plan for the resident to receive a 

rehabilitation consultation and the patient would 

be closely monitored. 
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It was documented in the resident's Rehabilitation 

Consultation dated 3/19/09, that the resident was 

alert and oriented times three, but has impaired 

functional mobility, activities of daily living and 

self-care.

It was further indicated in the consultation, a plan 

to continue physical therapy, occupational therapy 

to work on bed mobility, bed-to-chair transfers, 

self care, and activities of daily living. 

Initial Nursing Admission and Assessment, dated 

3/16/09 at 1700 (5:00 PM), indicated the 

resident's skin was within normal limits (WNL) 

and there was no signs of decubitus ulcers or 

skin breakdown observed at the resident's coccyx 

and heels. 

An Initial Admission Skin Check, dated 3/17/09, 

indicated the resident had no wounds or open 

areas. It was indicated on the document that 

pressure reduction measures would be 

implemented and circled on the document were 

positioning pillows and a pressure reduction 

mattress. 

It was indicated in the resident's Minimum Data 

Set, admission assessment dated 3/23/09, that 

the resident's cognitive skills was noted as 

modified independence (some difficulty in new 

situations). It was documented under the 

resident's physical functioning that the resident 

required extensive assistance with 2+ persons 

physical assist (3/3) for bed mobility.  Also, 

indicated in the assessment the resident would 

require total dependence with 2+ persons 

physical assist (4/3) for transfers.

Further documentation in the admission 
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assessment indicated no presence of ulcers 

observed during the first 14 days and treatments 

implemented under skin treatment section were 

pressure relieving device for bed and other 

preventive or protective skin care.

The Resident Assessment Protocol (RAP) 

triggered for a potential for pressure sores due to 

the resident's diminished bed mobility. There was 

no documented care plan prior to 4/1/09 (initial 

discovery of stage 3 pressure sore to the Coccyx) 

to address the potential for the development.

Physician orders, dated 4/1/09, indicated an order 

to "Cleanse deep tissue injury to Coccyx with 

wound cleanser, pat dry & apply Duoderm."  The 

order indicated that the site should be checked 

daily and dressing changed every 3rd day. 

There was no documentation in the care plan that 

would support the resident was turned and 

repositioned prior to the formation of the deep 

tissue injury of the Coccyx and following the 

change to the plan of care, which turn and 

reposition was marked as a new approach. 

It was indicated in the Wound Management 

Review document, dated 4/3/09, that the resident 

developed a deep tissue injury to Coccyx on 

4/1/09 measuring (in centimeters) 4.0 x 3.0 intact, 

purple and maroon coloration to skin. It was 

indicated that the current preventive measures 

in-place were a pressure reduction mattress, 

pillows for positioning and float heels. It also 

noted under staff recommendations, staff was to 

place the resident on a low air loss mattress and 

start prostat. 

Further documentation on the same Wound 
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Management Review document, dated 4/17/09, 

revealed two new deep tissue injuries to the right 

and left posterior heels. It was indicated that the 

measure of the injury to the left heel was 

measured 1.5 X 1.5 X intact blister with wound 

bed was 100% maroon. The injury to the left 

posterior heel was noted to measured at 2.0 X 3.0 

X intact blister with wound bed was 100% 

maroon.

On 5/22/09, it was indicated during a wound 

management update that the resident's Coccyx 

wound was measured to be 7.0 X 2.4 X 

undermined which was 60% yellow, 20% red, and 

20% purple. 

There was no documented evidence that 

revealed a physician order to turn and reposition 

the resident at a certain rate, even following the 

change in the resident's Plan of Care on 4/1/09, 

which noted a turn and repositioning approach to 

assist in the healing of the Coccyx wound.

Observations:

Between the dates of 6/2/09 thru 6/5/09 and 

6/9/09 thru 6/10/09, observations indicated that 

the resident spent the majority of the morning and 

afternoons in bed in the same supine position. 

Pillows were observed on the left side of the 

resident between the resident and left-side bed 

rail. There was no observations made that 

indicated the resident was turned and 

repositioned to one side and to another side so to 

relieve pressure off the resident's backside, 

specifically the Coccyx and Sacral area.

Note: An observation was made on 6/9/09 during 

the day, in which the resident was transferred to a 
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wheelchair and taken to the facility dining room. 

Additional observations of the resident being 

transferred to a wheelchair could not be 

confirmed during the above aforementioned dates 

of observation.

Interview:

On 6/9/09 at 7:45 AM, the facilities wound care 

physician acknowledged that the resident's 

pressure ulcer on the Coccyx occurred following 

admission to this facility.  

On 6/9/09 at 1:45 PM, Employee #10 indicated 

"...for the most part we shift the resident once an 

hour." The employee also indicated they now get 

the resident up each day for a couple of hours 

and when she first arrived, pillows were placed on 

each side of the resident.  

The employee was asked where they document 

that they have turned and repositioned the 

residents. She indicated that there wasn't a 

specific document to note when residents were 

turned and repositioned.

On 6/9/09 at 2:00 PM, Resident #16 indicated 

that she should have received more therapy and 

couldn't remember being turned to one side to 

another so to relieve pressure off her bottom.

F 318

SS=D

483.25(e)(2) RANGE OF MOTION

Based on the comprehensive assessment of a 

resident, the facility must ensure that a resident 

with a limited range of motion receives 

appropriate treatment and services to increase 

range of motion and/or to prevent further 

decrease in range of motion.

F 318
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This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews and record 

review, the facility failed to ensure 3 of 26 

residents received services to prevent further 

decrease in range of motion (Residents #5, #6, 

#11).

Findings include:

Resident #5

Resident #5 was a 49 year old male admitted to 

the facility on 7/21/08, with diagnoses to include 

Anoxic Brain Damage, Encephalopathy, 

Comatose State, Respiratory Failure, Sudden 

Cardiac Arrest, Convulsions, Diabetes Mellitus, 

Hypertension and Contractures, Attention to 

Gastrostomy and Ventilator (Vent) Dependent. 

During the initial tour on 6/2/09, the resident was 

observed lying supine in bed with both contracted 

hands closed against his chest. The resident was 

observed on 6/2/09 in the afternoon; 6/3/09 at 

11:00 AM, 2:00 PM and 4:30 PM; and all days of 

the survey in the morning and afternoon with his 

hands tightly clutched against his chest. There 

was no assistive device to prevent the resident's 

contracted hands from skin break down.

Resident #6

Resident #6 was a 43 year old male admitted to 

the facility on 6/23/05, and readmitted on 4/9/09, 
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with diagnoses to include Acute Respiratory 

Failure, Anoxic Brain Damage, Traumatic Brain 

Injury, Hypertension, Pressure Ulcer of Buttocks, 

Attention to Gastrostomy, Anxiety State, 

Convulsions, History of Septicemia and Ventilator 

Dependence.

During the initial tour on 6/2/09, the resident was 

observed lying on his left side with his left arm 

beneath his torso. The resident's both hands 

were contracted. The resident was observed on 

6/2/09, 6/3/09, 6/4/09 at 11:00 AM, 2:15 AM and 

4:30 PM. The resident was observed on these 

days lying in bed with his contracted hands 

clutched. There was no assistive device in the 

resident's contracted hands to prevent skin break 

down.

On 6/5/09 at 9:30 AM, Employees #15 and #16 

were interviewed concerning how the facility 

prevented Residents #5 and #6 from skin 

breakdown on the palms of their contracted 

hands. Employee #15 indicated a rolled up hand 

towel or a carrot device is used to prevent the 

resident from digging into their palms.

On 6/5/09 in the afternoon, Employee #3 

indicated she thought an order was necessary for 

a rolled hand towel or carrot between a resident's 

contracted hands to prevent skin break down.

On 6/5/09 in the afternoon, the Director of 

Nursing Services was asked if an order was 

needed to use a rolled hand towel for a resident 

with contracted hands in order to prevent skin 

break down. She stated,  "No, it's just common 

sense." 
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Resident #11

Resident #11 is a 76 year old male admitted on 

9/7/07, with diagnoses to include Acute 

Respiratory Failure, Encephalopathy, Intracranial 

Hemorrhage, Convulsions, Attention to 

Gastrostomy, Pressure Ulcer, Hypertension and 

Ventilator Dependent.

During the initial tour on 6/2/09, the resident was 

observed lying supine in bed with his contracted 

hands lying on his chest. There were 2 blue 

splints observed on his bedside table. On 6/2/09 

in the afternoon, the resident was observed with 

his contracted hands inside the blue splints. On 

6/3/09 at 10:30 AM, the residents splints were on 

his bedside table. On 6/3/09 at 4:00 PM, the 

resident was observed with his splints in place 

with his contracted hands inside the splints. On 

6/4/09 at 11:00 AM and 2:30 PM, the resident had 

his splints in place with his contracted hands 

inside the splints.

On 6/5/09 in the afternoon, Employee #3 

indicated the Restorative Aides apply the splints. 

She indicated the Certified Nursing Assistants 

(CNA) take the splints off to do morning care. She 

indicated they put them back on incorrectly We 

are suppose to check every 2 hours to make sure 

the splints are on correctly.

On 6/5/09 in the afternoon, the Director of 

Therapy indicated the fingers of the hand should 

be flexed out when a splint is applied to a 

contracted hand. He indicated Resident #11's 

splints often slide down allowing his contracted 

hands to close. He indicated he would re-evaluate 

the resident for another type of splint.

F 323 483.25(h) ACCIDENTS AND SUPERVISION F 323
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SS=H

The facility must ensure that the resident 

environment remains as free of accident hazards 

as is possible; and each resident receives 

adequate supervision and assistance devices to 

prevent accidents.

This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews and record 

review, the facility failed to ensure 8 of 26 

residents received adequate supervision and 

assistive devices to prevent accidents and falls 

(Residents #12, #4, #9, #10, #13, #15, #22, #24).

Findings include:

Resident #12

Resident #12 was a 75 year old male admitted to 

the facility on 5/8/09, with diagnoses to include 

Chronic Airway Obstruction, Chronic Ischemic 

Heart disease, Convulsions, Hypertension, Old 

Myocardial Infarction, Psychosis and Tobacco 

Use Disorder. The resident had a recent history of 

a Coronary Bypass Graft of five coronary vessels 

on April 20, 2009. The resident was discharged 

from the hospital to the facility on 5/8/09.

Record Review:

The Nurse's Notes for Resident #12 documented 

the following:

"5/16/09 1845 (6:45 PM) 1820 (6:20 PM) Family 

members son & (and) wife brought pt 
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(patient-Resident #12) to the nursing station C 

(with) a burnt to face and head, suffered while 

smoking cigarettes." (no signature by nurse)

"5/16/09 1830 ( 6:30 PM) Pt. (Resident #12) was 

outside smoking with family member The 

cigarette burns pt face and the canula melted in 

the pt nose. Pt son gave cigarette to the pt to 

smoke. Pt son smell of alcohol. Pt complain of 

pain. Tylenol given 650 mg (milligrams) PO (by 

mouth) given. MD (medical doctor) notified. Pt 

son was calling supervise (?) stupid nurses  

Because we didn't send Pt to hospital right away. 

Unable to know the actual place when the Pt got 

burn. Pt son (name) brought Pt to the Nurse 

Station (300) O2 (oxygen) given by RN 

(registered nurse). Pt. around mouth looks black 

and R (right) arm looks red."

"5/16/09 2000 (8:00 PM) This patient (Resident 

#12's name), was brought to the nurse by son 

(name) via wheelchair stating that pt. suffered 

burnt to face and hand while smoking cigarette 

outside. Pt's face was noted to be black 

mustache burnt. Pt was also complaining of burnt 

to right forearm. "...Pt son (name) (who smells 

like alcohol) was very irritated and was calling the 

nursing staff stupid idiots and retarded stated that 

he could have wheeled the father across the 

street..." "Pt was transferred to (name of hospital) 

ER (emergency room). 

"5/24/09 2300 (11:00 PM) seen patient (Resident 

#12) earlier with son (name) (same person as 

previously mentioned) outside facility parking lot, 

pt. in his wheelchair C O2 and smoking a 

cigarette..."

Resident #12's Admission Summary to Sunrise 
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Hospital dated 4/06/09, indicated "...Patient has 

been a heavy smoker..."

Resident #12's Neurological Consultation 

conducted at Sunrise hospital dated 4/11/09, 

indicated "...He (Resident #12) proved to be a 

smoker who had last smoked prior to 

admission..."

Resident #12's Discharge Summary from Sunrise 

Hospital dated 5/8/09 indicated, "...Discharge 

Diagnoses: Long standing Heart Disease, 

Multiple Myocardial Infarctions (MI), Shortness of 

Breath (SOB) , Hypertension, history of 

Cerebrovascular Accident (CVA) in 2001 with 

residual left arm weakness, Bilateral 

Endarterectomy and has been a heavy smoker.

A Facility Social Service Assessment Form for 

Resident #12 dated 5/13/09 indicated, 

"...MEDICAL HISTORY: Sunrise Hospital 4/6/09 

to 5/8/09 CHF (Congestive Heart Failure), Heart 

Disease, Multiple MI, SOB, HTN (hypertension), 

H/O (history of) CVA 2001, DM (Diabetes 

Mellitus) H/O smoking, H/O heavy alcohol 

consumption, seizure D/O (disorder). MEMORY 

OF: Comments: Forgetful-mental abilities vary..."

A Facility Activities Initial Assessment for 

Resident #12 dated 5/8/09, contained a notation, 

"Smoker" in the top right corner of the form. 

"...Diagnosis Hx (history of) heavy smoking, 

dementia..."

The Minimum Data Set (MDS) for Resident #12 

dated 5/13/09, indicated "...Memory a. Short term 

memory ok-seems/appears to recall after 5 

minutes 1. Memory problem b. Long term 

memory ok-seems/appears to recall long past 1. 

FORM CMS-2567(02-99) Previous Versions Obsolete FYR811Event ID: Facility ID: NVS146S If continuation sheet Page  36 of 68



A. BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/18/2009
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

______________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

295040 06/10/2009

LAS VEGAS, NV  89102

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

ST JOSEPH TRANSITIONAL REHABILITATION CENTER
2035 W. CHARLESTON BLVD.

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 323 Continued From page 36 F 323

memory problem..."

The Smoking Safety Assessment for Resident 

#12 dated 5/9/09, indicated in the upper right 

hand corner, "non-smoker." The Assessment 

Area was crossed out and not filled in with 

information.

A Resident Smoking Contract between Resident 

#12 and the facility dated 5/21/09, indicated the 

following information:

1. The resident agreed to allow the facility to 

retain all smoking items.

2. The resident understood his smoking items 

would be returned to him for smoking privileges

3. The resident agreed not to share any of his 

smoking items with another resident.

4. The resident agreed not to light any smoking 

materials with another resident.

5. The resident agreed to return all smoking items 

to the charge nurse at the nurse's station.

6. The resident understood if he violated this 

contract to control his own smoking material he 

would give up the privilege to control his own 

smoking material.

7. The resident understood this agreement to 

ensure the safety of all the residents of the 

facility.

Resident #12 signed the agreement dated 

5/21/09.

The facility Smoking Policy dated 3/05 and 

revised on 9/05, indicated the following:

1. Residents will be assessed for their ability to 

smoke safely on admission, quarterly and 

annually and with a significant change in condition 

where such change might impact prior 
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assessment.

5. Residents assessed as not safe with smoking 

material will have supervised smoking privileges 

with staff.

6. Residents and families will be informed on the 

Smoking Policy and Smoking Contract at the time 

of admission and periodically reviewed at 

Resident Council, Care Plan and Family Council 

meetings.

There was no documentation that indicated 

Resident #12 had quit smoking or that any 

member of the resident's family indicated he had 

stopped smoking. The facility failed to properly 

assess Resident #12 to obtain whether or not he 

could smoke unsupervised or if he was capable 

of understanding the seriousness of smoking with 

oxygen in use.

The Admission Packet for the facility contained 

no information for the family of the residents 

concerning smoking.  

Interviews:

On 6/4/09 in the afternoon, the Administrator 

indicated Resident #12's son took him to the 

courtyard in the center of the facility. She 

indicated there were no witnesses to the incident 

when the resident was burned. The facility found 

out about the incident when the resident's son 

took him to the nurse's station and indicated the 

resident was burned with a cigarette. She 

indicated the son may have taken him to the other 

designated smoking area or the parking lot.

On 6/4/09, Employee #12 indicated the Resident 
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was an ex-smoker and had not smoked for six 

months. She indicated the resident asked the son 

for a cigarette and he gave it to him. She then 

said I am guessing I was not here. She indicated 

there was no way of knowing the resident's son 

was going to give him a cigarette. Employee #12 

was asked it she knew the resident had a long 

history of heavy smoking and was he and the 

family informed on admission about the danger of 

oxygen use and smoking.  She indicated, "It is on 

the door of the rooms, it's common sense."  The 

Administrator and Employee #12 were asked why  

Resident #12 and his son did not have supervised 

visits after the incident on 5/16/09. Employee #12, 

indicated after the resident was found smoking 

again in the parking lot on 5/24/09, the facility 

restricted the son's visitations from 10:00 AM to 

2:00 PM. Employee #12 indicated Resident #12 

had quit smoking for six months and was a 

non-smoker, there was no need to assess him for 

smoke safety. When asked, did the resident say 

he quit, she indicated it was somewhere in the 

notes.

 

There was no documentation in Resident #12's 

medical  record that he or his family indicated he 

stopped smoking.

Resident #4

Resident #4 was a 83 year-old male admitted to 

the facility on 4/8/09, with diagnoses including Old 

Cervical Fracture, History of Falls, Abnormality of 

Gait, Parkinson Disease, Mental Disorder Not 

Otherwise Specified, Depressive Disorder, and 

Esophageal Reflux. 

Record review:
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The resident's initial History and Physical 

Examination indicated a history of falls, with 

evidence of an old cervical #1 fracture, 

Parkinson's disease, and gait abnormality. It was 

noted in the initial examination that the resident's 

plan was to initiate rehabilitation and monitor very 

closely. 

Prior to admission to this facility, the resident was 

seen at Nellis Air Base following a fall and 

complaints of headaches. Than the resident was 

transferred to Sunrise Hospital and Medical 

Center for further work-up following a discovery of 

a possible cervical fracture which was an old 

healing fracture.

The Fall Risk Assessment, dated 4/18/09, 

revealed that the resident's fall status was 

measured at a score of "18", placing the resident 

at high risk for falls due to a history of falls and his 

current clinical condition.   It was noted on the 

assessment, that a score of "10" or above 

represents a high risk for the potential for falls.

The Side Rail Assessment Tool, dated 4/15/09, 

indicated the resident required partial or total 

assistance to transfer, required staff cueing or 

assist with bed mobility with or without assistive 

device, continent of bowel/bladder with or without 

assist (consider plan to accommodate toileting 

needs), and restless in bed.

It was further noted in the rail assessment that 

the interventions to be implemented were 

increased monitoring and the resident will have 

the side rails up at all times.

Documentation in the facility's Nurse's Notes 
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indicated the resident incurred falls during the 

following dates and shifts with injuries:

1). 5/2/09 at 1850 (6:50 PM) and suffered a skin 

tear of about 3 centimeters to left arm.

2). 5/9/09 at 1930 (7:30 PM)

3). 5/14/09 at 0640 (6:40 AM)

4). 5/26/09 at 1500 (3:00 PM)

5). 5/30/09 at 4:45 PM  

6). 6/4/09 following lunch and suffered a 

laceration to the left eye brow requiring sutures.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 4/17/09, indicated the resident was a 

fall risk related to a history of falls, gait 

abnormality, Parkinson's disease, Dementia, 

Depression, old Cervical Spine Fracture, Debility 

and is on psychotropic medications. 

Further noted on the Care Plan was a 

documented fall on 5/2/09 with no apparent injury. 

On the second page of the Care Plan, it was 

noted that the care plan was reviewed and no 

changes to the plan will occur. There were no 

other documented updates to the resident's care 

plan and implemented changes following the 4 

other falls between 5/9/09 and 5/30/09.  

Review of the facility's Post Fall Assessment, 

dated 5/2/09, indicated the resident was 

attempting to get up out of bed to stand and the 

apparent fall occurred. 

There was no other Post Fall Assessment 

documentation in the resident's record and 

available for review for the additional four falls 

which occurred between 5/9/09 and 5/30/09.

Additional post fall documentation required by 

facility's Fall Prevention policy was 72 hour 
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neurological checks following an unwitnessed fall. 

The resident incurred five separate falls during 

the month of May 2009. Only two of the falls 

revealed actual neurological assessments noted 

on the facility's Neurological Assessment 

document. However, the checks were partially 

completed following the 5/2/09 and 5/9/09 falls 

(not fulfilling the 72 hour procedure). 

A Physician's Order , dated 5/26/09, indicated an 

order for a Bed Alarm for the resident's bed as a 

fall preventive measure. This order was in 

response to the resident's fall during the day on 

5/26/09. There was no documented evidence to 

support that this approach was documented on 

the resident's care plan or implemented to the 

resident's bed as a fall preventive device. 

Documentation review:

Review of the facility's Monthly Incident/Accident 

Log for May 2009, indicated the resident had 

documented falls on 5/2/09, 5/9/09, and 5/14/09. 

There was no documentation on the monthly log 

for the falls which occurred on 5/26/09 and 

5/30/09.

Per facility Fall Prevention policy, the post fall 

assessments are utilized in determining and 

implementing approaches to assist in preventing 

future falls.   

Observations:

Between 6/2/09 and 6/4/09, there was no 

observable signs that the resident had a bed 

alarm applied to his bed.  The resident incurred 

two another fall on 6/4/09 during apparent self 

transfers while in his bedroom.  Following the 
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resident's fall on 6/4/09, stacked on the resident's 

bedside table were fall preventive devices. There 

was a bed pad alarm and a wheelchair alarm, as 

well as, the resident's bed was set at its lowest 

position.

Interviews:

Following announcement of the resident's fall on 

6/4/09, following his return from the RNA 

(Restorative Nursing Aide) dining room, several 

interviews were conducted on 6/4/09 and 6/5/09.

On 6/4/09 at 3:45 PM, Employee #17 was asked 

about the resident's fall following lunch. She 

indicated the resident apparently transferred 

himself from his wheelchair to his bed and fell. 

She indicated the resident suffered a laceration to 

the left eyebrow. She added that the resident 

must have released the seat belt and fell during 

the transfer.

She further indicated that the Restorative Aide 

brought the resident back from lunch and left him 

in the room or in the hallway. She mentioned that 

the resident likes to lay down in bed following 

lunch.

She was asked if restorative staff would know to 

lay him down after lunch, which she indicated that 

they should know and could have laid the resident 

down in bed. 

On 6/4/09 at 4:05 PM, Employee #6 was asked 

about the various alarms that sat on the resident's 

bed side table. She indicated that those were new 

interventions to be used following the resident's 

fall after lunch. She also indicated the low bed 

was also a new order. 
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She was asked about the Physician Order, dated 

5/26/09, which was an order for a bed alarm. She 

indicated that she hadn't had time to follow-up on 

that order. 

She was asked about the wheelchair seat belt 

and if there was an order. She indicated that she 

wasn't sure there was an order for the 

self-release belt. 

On 6/5/09 at 9:15 AM, Employee #3 indicated that 

Employee #18 , who usually does not work Unit 

#3, transported the resident back to his unit after 

lunch yesterday (6/4/09). She mentioned that the 

Employee #18 wasn't aware that the resident 

liked to go to bed after lunch.

Employee # 3 further indicated that she was 

aware of the resident's preference to lay down 

after lunch. She acknowledged that she did not 

inform Employee #18 the resident's preference to 

lay down after lunch. She mentioned that her 

usual work area are Units #1 and #2.

On 6/5/09 at 9:30 AM, Employee #18 indicated 

that she wheeled the resident back to Unit #300 

and placed him outside of his room by the 

doorway. She indicated that she was not aware of 

the resident's preference to lay down after lunch. 

Employee #18 further indicated that she did not 

observe any alarms on the chair, just a self - 

release seat belt.

Resident #9

Resident #9 was 82 year-old female initially 
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admitted to the facility on 1/22/09, and readmitted 

on 1/29/09, with diagnoses including Anxiety 

Disorder, Chronic Back Pain, Anemia, Chest 

Pain, History of Coronary Artery Disease, Status 

Post Percutaneous Transluminal Coronary 

Angioplasty, Diabetes, and Hypothyroidism.

Documentation:

The facility's Monthly Incident/Accident Logs for 

March, April and May 2009 revealed the resident 

incurred 3 falls (3/10/09, 4/30/09, 5/10/09). The 

falls on 3/10/09 and 4/30/09 were determined to 

be isolated and no change to the resident's care 

plan occurred. 

Record review:

It was noted in the Rehabilitation Consultation, 

dated 2/5/09, that a plan was initiated for the 

resident to receive physical and occupational 

therapy to work with strengthening activities, 

range of motion exercises, bed mobility, bed to 

chair transfers, self care, and activities of daily 

living. It was also noted that the resident would be 

placed on fall precautionary measures.

The RAP (Resident Assessment Protocol) 

Worksheet, dated 2/5/09, following the resident's 

initial MDS assessment revealed falls to be a 

problem area due to the resident's risk for falls 

secondary to her medications and unsteady gait.

Documentation in the facility's Nurse's Notes 

indicated the resident incurred falls during the 

following dates and shifts:

1). 3/10/09 during day shift and suffered a bruise 

and required an X-ray of the right hand and 

middle finger. 

2). 4/30/09 at 0340 (3:450 AM) and suffered deep 
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tissue bruise around right eye.

3). 5/10/09 at 0645 (6:45 AM) and suffered 

broken ribs.

Review of the X-ray results, dated 5/11/09, 

indicated an impression of at least one right 

inferolateral rib fracture.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 5/7/09, indicated the resident was a 

fall risk related to a history of falls, tries to be 

independent beyond capabilities, tries to 

ambulate by self, and on medication that may 

contribute to falls.

Noted on the Care Plan was the documented fall 

on 5/10/09. Additional documentation included 

resident diagnoses and current prescribed 

medications as of the care plan date. There was 

no evidence of the 3/10/09 fall and the fall on 

4/30/09 documented on the plan.  

The fall on 5/10/09 was documented on the care 

plan, but no evidence of injury documented. 

There were two new interventions implemented 

following the fall on 5/10/09, which were frequent 

reminders and a low to floor bed. There was no 

indication of a psychiatric evaluation 

recommended during the post fall assessment. 

Further review of the physician orders in and 

around the time of the fall indicated no order for 

low to floor bed. The physician order which 

indicated a clarification order for a low to floor bed 

was dated on 5/28/09 and not at the time of the 

fall recommendations. 

Review of the facility's Post Fall Assessment, 

dated 4/30/09, indicated the resident was 
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attempting to ambulate to the bathroom and the 

apparent fall occurred. It was noted on the 

assessment that the bed was in a low position, 

however there was no documentation in the 

record for this intervention and evidence of low 

bed in the resident's current care plan in place. 

The Facility Investigation Report, dated 4/30/09, 

indicated the result of the investigation was 

determined to be an isolated event. The 

management action taken to the incident was 

noted to be a Computerized Tomography (CT) 

Scan at Valley Hospital. It was noted on the report 

that no change to the plan of care. 

Review of the Post Fall Assessment, dated 

5/10/09, indicated the resident attempted to 

transfer from bed to her wheelchair when the 

accident occurred.  It was indicated on the 

assessment that the bed was in a low position, 

however there was no evidence of a physician 

order or intervention documented in the current 

care plan prior to 5/10/09. 

The Facility Investigation Report, dated 5/10/09, 

indicated the result of the investigation was 

determined to be an impulsive act by the resident, 

didn't use the call light, and attempting tasks 

beyond her capabilities. The management action 

taken was to place the resident in a low to floor 

bed, obtain a psychiatric consultation related to 

her antidepressants, and change Restoril from as 

needed to routine.

There was no documented evidence of a 

physician order for a psychiatric evaluation to 

review the use of the two antidepressants as of 

the 5/10/09.  However, it was noted on the care 

plan that the resident's Zoloft was discontinued on 
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5/26/09.

The resident's care plan, dated 5/7/09, noted a 

new order for Restoril 30 mg (milligrams) q 

(every) hs (night). The approach was conducted 

through a medication review by the pharmacy. 

Noted in a Social Services note, dated 5/28/09, 

was a conversation between the Social Worker 

and the resident. Several statements were noted 

in the note concerning the resident's latest fall on 

5/10/09. The resident stated, "I had my light on for 

20 minutes and no one came to help me. I had to 

go to the potty. I waited and waited and no one 

came."  It was further noted by the resident, "I 

yelled to them and no one came to help me so I 

started to walk to the bathroom on my own and I 

fell down." 

Interview:

On 6/4/09 at 10:50 PM, Resident #9 

acknowledged prior to the fall on 5/10/09, she 

used the call light, and than started yelling out 

and indicated that her roommate began to yell out 

to staff too. She indicated after awhile, no staff 

came and she attempted to get up to use the 

restroom than fell hitting the wheelchair.

Next, the resident was asked about her first fall 

when she bruised her right eye. She indicated 

that she did use the call light to call staff. She 

mentioned that she is like an alarm clock and 

during the night she has to go to the bathroom. 

She was asked if staff check on her in the middle 

of the night. She indicated that they came in one 

night and haven't come in again.  
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Resident #10

Resident #10 was a 67 year-old male initially 

admitted on 3/20/09, and readmitted on 4/20/09, 

with diagnoses including Attention to 

Gastrostomy, Chronic Obstructive Pulmonary 

Disease, Convulsions, Pneumonia, Dementia 

without Behavior Disturbances, Altered Mental 

Status, Anemia, and Seizure Disorder.

Documentation review:

Documentation in the facility's Monthly 

Incident/Accident Log revealed these 

documented falls with no evidence of 

documented injury:

1). 3/22/09, during the early morning

2). 3/24/09, during the evening and sent out for 

evaluation due to change of status.  

3). 4/9/09, during the early morning

4). 4/10/09, during the early morning

5). 4/15/09, during the evening and sent out 2 

days later for left arm weakness.

Record review:

Resident has had several admissions and 

discharges since the initial admission to the 

facility on 3/20/09. Below are the admission and 

discharge dates of the resident:

1). Admitted on 3/20/09 and discharged on 

3/25/09 due to a fall and change of condition

2). Readmitted on 3/31/09 and discharged on 

4/17/09 due to left arm weakness

3). Readmitted on 4/20/09 

Review of the resident's Care Plan for physical 

mobility, impaired, dated 4/7/09, indicated the 

resident was a fall risk related to functional 
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decline, unstable gait, and has diagnosis of 

Alzheimer Dementia. There was no 

documentation of evidence of the two previous 

falls on 3/22/09 and 3/24/09, which required the 

resident to be transferred out for evaluation. 

Review of the Care Plan for Falls/Fall Risk, dated 

4/15/09, indicated the resident was a fall risk 

related to impulsive behaviors, tries to be 

independent beyond capabilities, unsteady gait, 

Alzheimer Dementia, and medications which 

could contribute to falls. 

Review of the Care Plan for Falls/Fall Risk related 

to Alzheimer Disease, dated 5/4/09, indicated the 

resident was a fall risk due to the same 

indications noted in the above 4/15/09 plan. Again 

there was no updates to the resident's care plan 

with the five falls the resident has incurred and 

any new interventions to prevent the possibility of 

future falls.

Further review of the two above aforementioned 

care plans had no evidence of five falls the 

resident incurred during the previous admission 

(3/22/09, 3/24/09) and the current admission 

(4/9/09, 4/10/09, 4/15/09). There was no 

indication of change with interventions that would 

possibly prevent further falls. 

An attempt to review the facility's Post Fall 

Assessments for each fall was unavailable. There 

was no evidence of the assessments following a 

fall. 

Interview:

On 5/4/09 at 11:15 AM, Employee #12 indicated 

she had not completed the incident reports and 
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post fall investigations as of this date. She 

indicated that there was no pattern to the 

resident's falls. She added that there were no 

reported injuries due to the falls.

Employee #12 further indicated during the 

interview that the post fall assessments assist the 

facility in determining new approaches during the 

care planning process to prevent future falls or 

accidents. 

Resident #13

Resident #13 was a 92 year-old female admitted 

to the facility on 1/7/09, and discharged on 

2/21/09 to Nathan Adelson Hospice, with 

diagnoses including Hypertension Not Otherwise 

Specified, Hyperlipidemia, Status Post Right Hip 

Fracture/Repair, Depressive Disorder, Parkinson 

Disease, Dysphagia Not Otherwise Specified, 

Atrial Fibrillation, Anemia, Osteoporosis Not 

Otherwise Specified, and Anxiety State.

Record review:

Review of the resident's Nurse's Notes revealed 

the resident incurred two separate falls with no 

documented evidence of injury: 

1). 1/16/09 during the evening shift

2). 2/12/09 during the evening shift while left 

unattended in the dining room.

Review of the resident's Care Plan for Falls/Fall 

risk, dated 1/14/09, indicated the resident was at 

risk for falls due to history of fall with hip fracture, 

Parkinson, Depression, Anemia, Atrial fibrillation, 

and on medications that could contribute to falls.
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A Physician's Order, dated 1/16/09, revealed 

orders for X-rays of the resident's lateral hip, 

lumbar spine series, fall precautions, and place 

the resident in a low bed.  

  

Further review of the Care Plan revealed 

documentation of two falls on 1/16/09 and 

2/12/09, and both were noted as no injury. There 

was no evidence of new interventions 

documented on the care plan. The second page 

of the care plan revealed documentation of "no 

change in plan of care" for 1/16/09 and 2/12/09, 

however physician orders on 1/16/09 revealed a 

low bed order.

Review of the Post Fall Assessment, dated 

1/16/09, indicated the facility was unaware of the 

resident's activity during the fall which occurred in 

the resident's room. It was indicated in the 

assessment that the resident was in a low bed 

prior to the fall. An order for low bed was written 

following the resident's fall. 

Review of the Post Fall Assessment, dated 

2/12/09, indicated the resident was sitting in her 

wheelchair in the dining room when the fall 

occurred. 

The facility's Investigation Report, dated 2/12/09, 

indicated the resident was left unattended in the 

dining room when the fall occurred on 2/12/09. 

Resident #15

Resident #15 was a 55 year-old female admitted 

to the facility on 4/30/09, with diagnoses including 

Left Sided Weakness, Recurrent, Secondary to 

Recurrent Cerebrovascular Accident, History of 
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Acute renal Failure and Chronic Kidney Disease 

on Hemodialysis, Status Post Aspiration 

Pneumonia, Fungal Dermatitis, History of 

Diabetes, Hypertension, and Left Upper Extremity 

Swelling. 

Record review:

Review of the three Post Fall Assessments 

contained in the record indicated the resident 

incurred three falls during the month of May 2009 

(5/4/09, 5/11/09,5/17/09). All three falls occurred 

in the resident's bedroom while attempting to 

transfer.

Review of the two Care Plans for Risk of Falls, 

dated 5/4/09 and 5/7/09, noted all three falls that 

the resident had incurred. The Care Plan dated 

5/4/09, noted the first two falls on 5/4/09 and 

5/11/09.  Following the resident's initial fall, It was 

noted on the plan that the facility had 

implemented siderails as an enabler and frequent 

reminders to ask for assistance. The intervention 

following the second fall was a X-ray due to the 

resident hitting her face on the floor. There was 

no evidence of an additional or different 

interventions or approaches which may prevent 

future falls.

The second Care Plan, dated 5/7/09, noted the 

resident's third fall on 5/17/09. Interventions noted 

on the was to schedule an eye examination to get 

the resident new glasses. A second notation on 

the second page of the plan was on 5/20/09, 

which indicated no change to the plan of care.

Resident #22
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Resident #22 was a 69 year-old male admitted to 

the facility on 5/2/09, with diagnoses including 

Congestive Heart Failure Not Otherwise 

Specified, Insomnia, Acquired Hypothyroidism, 

Spasm of Muscle, Hypertension, Status Post 

Amputee Below Left Knee, Gangrene, Status 

Post Amputee Other Toe, and Diabetes Mellitis II 

Uncontrolled.

Documentation review:

Review of the facility's Monthly Incident/Accident 

Log for May 2009, indicated the resident incurred 

two falls soon after his admission on 5/2/09. Both 

falls (5/7/09, 5/8/09) occurred while the resident 

was in his room. The log did not contain any 

corrective actions corresponding to the two falls.

Record review:

Review of the initial Fall Risk Assessment, dated 

5/2/09, rated the resident with a total score of "5" 

(10 and above is high risk). The resident has a 

incurred an amputation below the right knee and 

fourth toe to left foot with indications of additional 

amputations as noted in a 6/1/09 Doctor's 

Progress Note during a wound follow-up visit. 

Review of the two Care Plans for Risk for Falls, 

dated 5/7/09 and 5/11/09, indicated various 

facility approaches with no new interventions 

noted following the second fall.

The Care Plan, dated 5/7/09, noted as a facility 

approach was to maintain the bed at the "lowest 

position". However, it was noted in a Physician 

Order on 5/28/09 to place the resident in a "low 

bed for safety" and "activity = W/C (wheelchair), 

and no wt. (weight) bearing to lf (left) leg." This 
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order was 20 days following the second fall.  

Further review of the both plans did not indicate 

any new changes or updates following the second 

fall and after the new physician orders on 5/28/09. 

Resident #24

Resident #24 was an 88 year-old male admitted 

to the facility on 9/17/08, with diagnoses including 

Cellulitis Not Otherwise Specified, Depressive 

Disorder, Mental Disorder, Hypertension Not 

Otherwise Specified, Legal Blindness, rheumatoid 

Arthritis, restless Leg Syndrome, Long-Term Use 

antibiotics, Shortness of Breath, Esophageal 

Reflux, Hyperlipidemia Not Otherwise Specified, 

and Osteoporosis Not Otherwise Specified. 

Record review:

Review of the facility's Nurse's Notes since 

admission on 9/17/08, revealed several falls the 

resident had incurred and some injuries:

1). 10/19/08, during day shift

2). 3/10/09, during day shift

3). 3/19/09, during the evening shift

4). 3/21/09, during the day shift and hit head and 

complained of headache sent for head X-rays.

5). 4/27/09, during the evening shift and suffered 

skin tear.

6). 5/20/09, during the day shift

Review of the resident's Care Plan, dated 

12/24/08, noted falls the resident incurred on 

10/19/08, 3/10/09, 3/21/09, and 4/27/09. The care 

plan did not note updates following the falls on 

3/19/09 and 5/20/09. 
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Further review of the plan revealed on the second 

page indicated no new changes or updates 

occurred following the early falls until seven days 

after the resident's fall on 4/20/09. The 

intervention indicated was "...frequent verbal 

reminders to ask for assistance."  Also, noted on 

the second page of the plan was treatment to the 

resident's skin tear. 

Policy review:

It was indicated in the facility's Fall Prevention 

that the facility would assess resident for the risk 

of falls and to follow-up and evaluate falls in order 

to assess the resident's condition. It further 

indicated that the assessment of the falls would 

identify the reason for the fall and would assist in 

the preparation of a plan of care which could 

reduce the potential for future falls.

It was indicated under the purpose subsection of 

the policy, that all residents would receive a 

"prompt assessment and treatment immediately 

following any fall or injury by the appropriate 

health professional."

   

It was documented under the procedure 

subsection of the facility's Fall Prevention, that 

under procedure #20, "The care plan will be 

updated, post fall, identifying the fall and goals 

and approaches to reduce the potential of future 

reoccurrence."

It was further documented in the policy under 

procedure #14, "...the nursing "Post Fall 

Assessment" will be completed by the charge 

nurse within 24 hours to assist in identifying 

contributing factors to the event." And indicated in 

procedure #18, that the information obtained from 
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the "Post Fall Assessment" review will be used to 

improve the resident's fall prevention plan.

F 333

SS=D

483.25(m)(2) MEDICATION ERRORS

The facility must ensure that residents are free of 

any significant medication errors.

This REQUIREMENT  is not met as evidenced 

by:

F 333

Based on observation, interview and record 

review, the facility failed to ensure the medication 

pass was free of errors. 

Findings include:

The medication error rate was 2.2

An unsampled resident in Room 109A had a 

Physician's Order dated 5/3/05 for Lasix 40 

milligrams (mg) via gastrostomy tube every other 

day.

During the morning medication pass, Employee 

#13 omitted giving Lasix 40 mg which was due on 

6/3/09.

F 371

SS=F

483.35(i) SANITARY CONDITIONS

The facility must -

(1) Procure food from sources approved or 

considered satisfactory by Federal, State or local 

authorities; and

(2) Store, prepare, distribute and serve food 

under sanitary conditions

F 371
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This REQUIREMENT  is not met as evidenced 

by:

Based on observation and interview, the facility 

failed to store, prepare and distribute food under 

sanitary conditions.

Findings include:

On the morning of 6/2/09, the following 

deficiencies were noted during the initial tour of 

the kitchen:

1.  The kitchen staff did not know how to properly 

test the quaternary ammonium sanitizer at the 

three compartment sink used to clean and 

sanitize pots and pans.  The kitchen staff was 

using a chlorine tester to test for quaternary 

ammonium.

2.  When the chlorine sanitizing dishwasher was 

tested for residual chlorine, it indicated below 50 

parts per million (ppm).  The kitchen staff tested 

the dishwasher several times without any 

indication of residual chlorine levels after the 

wash and sanitize cycle.

Note:  The dishwasher was fixed and tested 

above 50 ppm later that morning.

3.  The drains of the three compartment sink was 

being plugged by dish rags, and not with 

acceptable, cleanable material for plugs, while 

cleaning the pots and pans.

F 431

SS=F

483.60(b), (d), (e) PHARMACY SERVICES

The facility must employ or obtain the services of 

a licensed pharmacist who establishes a system 

of records of receipt and disposition of all 

controlled drugs in sufficient detail to enable an 

F 431
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accurate reconciliation; and determines that drug 

records are in order and that an account of all 

controlled drugs is maintained and periodically 

reconciled.

Drugs and biologicals used in the facility must be 

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expiration date when 

applicable.

In accordance with State and Federal laws, the 

facility must store all drugs and biologicals in 

locked compartments under proper temperature 

controls, and permit only authorized personnel to 

have access to the keys.

The facility must provide separately locked, 

permanently affixed compartments for storage of 

controlled drugs listed in Schedule II of the 

Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected.

This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews and record 

reviews, the facility failed to ensure drugs and 

biologicals were stored, labeled and controlled 

substances reconciled properly. 

Findings include:
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The following medication storage issues were 

found to be deficient:

1. The 100 Hall Medication Room was inspected 

at 3:00 PM on 6/2/09.

-The Narcotic Lock Box located in the 

refrigerator was unsecured. The box contained 

unused 10 pre-filled syringes of Lorazepam 2 

milligrams (mg) per milliliter (ml) and one open 

undated 2 mg vial of Lorazepam.

-The temperature of the refrigerator was 34 

degrees Farenheit.

-The refrigerator contained one open undated 

multi-use bottle of Tuberculin PPD. 

- Four cans of Glucerna 1.2 calories were 

stored on a shelf with expiration dates of June 1, 

2009.

2.  The 200 Hall Medication Room was inspected 

at 4:00 PM on 6/2/09.

-A multi-use bottle of Influenza Vaccine with 

an expiration date of 10/4/08 was stored in the 

medication room refrigerator.

-A box of Albuterol (used for Small Volume 

Nebulizer treatments) and a Spiriva Inhaler were  

stored on a shelf with expiration dates of 9/28/08.

3.  The 300 Hall Medication Room was inspected 

at 5:00 PM on 6/2/09.

-The Narcotic Box located in the refrigerator 

was unlocked . Employee #6 was unsure where 

the key to the box was located.
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-The unlocked Narcotic Box contained 30 

vials of unopened injectable Lorazepam 2 mg/ml.

4.  On 6/4/09, during the morning medication 

pass on the 100 Hall, a bottle of Stool Softener 60 

mg per 15 ml was observed as having no date 

when the bottle was opened.

5. On 6/4/09, the 100 Hall Medication Cart:

- Contained a box of Morphine Sulfate 

injectable 2 mg/ml the expiration date on the vials 

were 5/1/09.

- A vial of Lorazepam for an unsampled 

resident had an expiration date of 4/24/09.

- A blister pack of  Lorazepam 5 mg by mouth 

for an unsampled resident had an expiration date 

of 5/9/09.

- The medications  Zolpidem Tartrate, OxyIR 

and Hydrocodone for three unsampled residents 

had illegible expiration dates.

6. Resident # 11's Control Drug Record indicated 

the resident received Lorazepam 1 mg tablets on 

4/6/09, 4/11/09, 4/12/09, 4/27/09, 4/27/09 (2 mg 

were given), 5/10/09, 5/11/09 5/23/09, 5/24/09, 

5/31/09. As of 5/31/09, the medication 

reconciliation for the resident's Lorazepam 1 mg 

was 8 tablets.

The Medication Administration Record for 

Resident #11 indicated he received Lorazepam 1 

mg on 4/6/09 and 2 mg on 4/27/09. The doses for 

4/11/09 and 4/12/09 were not documented.

The Medication Administration Record for 

Resident #11 indicated he did not receive any 

Lorazepam for the month of May 2009.

 

On 6/3/09 in the morning, the Director of Nursing 
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Services (DNS) indicated the Nurse Supervisors 

were supposed to be checking the Narcotic 

Boxes for each of three Medication Rooms and 

sign off to the on coming Nurse Supervisor daily. 

The Nurse Supervisors were to give the keys for 

the boxes to the on coming Nurse Supervisor. 

Both Nurse Supervisors were supposed to be 

signing off on the, "Floor Narcotic Release sheet," 

located in each Medication Room. 

On 6/3/09, the "Floor Narcotic Release sheets" 

and the "Floor Narcotic Release Narcotic Box 

Secured" were reviewed for each Medication 

Room. There were unsigned spaces on the 

sheets on all three floors (units) that dated from 

November 2008 to May 2009. The DNS indicated 

the Nurse Supervisors were not using the correct 

sheets. She indicated that the, "Floor Narcotic 

Release Narcotic Box Secured" was the form to 

be used for all Medication Room Narcotic Boxes. 

She indicated the Nurses were informed they 

were to check the boxes and sign the sheets 

daily.

On 6/3/09, the DNS indicated she had received 

23 vials of unopened injectable Lorazepam from 

the 300 Hall Supervisor. She indicated there 

should not have been that amount of Lorazepam 

stored on the 300 Hall since the majority of the 

residents who received the medication were on 

the 100 Hall.

On 6/4/09 in the morning, the President, the 

Quality Nurse and the Pharmacist from the 

Pharmacy contracted by the facility were 

interviewed. The Quality Nurse indicated she 

inspected the Medication Rooms and the 

Medication Carts on a monthly basis and 

submitted a report to the DNS. She indicated the 
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facility was aware of the deficient practices with 

the narcotic reconciliation, the medications and 

the Medication Rooms. She indicated an 

in-service was given at the facility on 5/21/09, 

concerning the "Medication Pass."  She indicated 

that in-services were conducted at other facilities 

monthly and no one comes from this facility.

The President of the pharmacy company 

indicated it was the responsibility of the pharmacy 

to hand write the expiration dates for controlled 

substances for individual residents per Nevada 

law. He indicated he would make sure the dates 

were legible.

The Facility Policy for Controlled Drugs revised 

7/04, indicated the following information:

"Drugs listed as Schedule II, III, IV or V must be 

stored in a double-locked container designated 

for that purpose, separate from other drugs. The 

access keys to controlled drugs may not be the 

same keys giving access to other drugs. The 

medication nurse on duty maintains possession 

of a key to controlled drugs...Drugs listed in 

Schedules III-V may be stored with and handled 

the same as all other Schedule II drugs and 

subject to all other security and document 

controls.

F 441

SS=E

483.65(a) INFECTION CONTROL

The facility must establish and maintain an 

infection control program designed to provide a 

safe, sanitary, and comfortable environment and 

to prevent the development and transmission of 

disease and infection.  The facility must establish 

an infection control program under which it 

investigates, controls, and prevents infections in 

the facility; decides what procedures, such as 

F 441
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isolation should be applied to an individual 

resident; and maintains a record of incidents and 

corrective actions related to infections.

This REQUIREMENT  is not met as evidenced 

by:

Based on observation, interview and document 

review, the facility failed to insure sterile 

technique was followed during tracheostomy tube 

changes for three sampled (Residents #5, #6 and 

#11) and one unsampled resident.

Findings include:

On 6/2/09 at 1:30 PM an unsampled resident's 

tracheostomy (trach) tube was changed by 

Employee #7 and another Respiratory Therapist. 

Employee #7 contaminated the sterile field by 

using her gloves to open the box of the cannula 

that was on the bedside stand. Employee #7 did 

not don a new pair of gloves when she inserted 

the cannula into the resident's tracheostomy.

During the survey, Employee #8 changed 

Resident #11's trach tube with another 

Respiratory Therapist. Employee #8 

contaminated the sterile field by opening the 

resident's drawer to look for Batadine. He opened 

the tube with his gloves. He then opened the 

cannula box that was sitting on the resident's 

bedside table. Employee #8 proceeded to place 

the clean cannula into the resident's tach without 

changing his gloves.

During the survey, Employee #7 changed the 

trach tube for Resident #6 with another 

Respiratory Therapist. Employee #7 

contaminated the sterile field by picking up the 
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box that contained the cannula that was on the 

resident's bedside table with gloves. She 

proceeded to place the clean cannula into the 

trach without changing her gloves.

During the survey, Employee #9 changed the 

trach tube for Resident #5 with another 

Respiratory Therapist. Employee #5 

contaminated the sterile field when she touch the 

outside of the gloves with her ungloved hands.

Policy Review:

The Tracheostomy Tube Change Policy (no date) 

indicated, gloves should be changed twice while 

setting up the equipment . Gloves are donned 

after set up in order not to contaminate the sterile 

field.

F 520

SS=F

483.75(o)(1) QUALITY ASSESSMENT AND 

ASSURANCE

A facility must maintain a quality assessment and 

assurance committee consisting of the director of 

nursing services; a physician designated by the 

facility; and at least 3 other members of the 

facility's staff.

The quality assessment and assurance 

committee meets at least quarterly to identify 

issues with respect to which quality assessment 

and assurance activities are necessary; and 

develops and implements appropriate plans of 

action to correct identified quality deficiencies. 

A State or  the Secretary may not require 

disclosure of the records of such committee 

except insofar as such disclosure is related to the 

compliance of such committee with the 

F 520
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requirements of this section. 

Good faith attempts by the committee to identify 

and correct quality deficiencies will not be used as 

a basis for sanctions.

This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews and record 

reviews, the facility failed to ensure quality 

assessment and assurance activities developed 

and implemented appropriate and effective plans 

to correct identified quality deficiencies in the 

areas of respiratory therapy, falls, pharmacy 

services, identifying sexual abuse and Social 

Services.

Findings include:

 

1. The Respiratory Therapy Department is 

responsible for tracheostomy (trach) changes, 

small volume nebulizer treatments, maintaining 

ventilator settings, replacing decannulation of 

trach tubes and other issues concerning 

respiratory care at the facility. The Director of 

Respiratory Therapy (DRT) indicated on 6/5/09, 

she had never been invited to the Quality 

Committee.

On 6/9/09, the Director of Nursing Services 

(DNS) indicated she thought it was a good idea to 

invite the DRT to become a member of the 

Quality Committee due to the high volume of  

residents with respiratory issues.

2. Due to the high volume of falls and accidents, 

the Quality Assurance process had not been 

effective in identification of root causes, 
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assessments, implementation and monitoring a 

program to prevent falls and injuries.  (Also see 

Tag F323.)

3. The medication issues the facility had 

experienced to include, the storage of 

medications, medication rooms not locked, 

refrigerated narcotic boxes either not secure or 

not locked, expired medication in the medication 

rooms, the medication refrigerator temperatures, 

opened medications not dated and the narcotic 

sheet reconciliation sheets that contained 

documentation that was illegible. These issues 

were addressed and documented by the Quality 

Nurse from the facility's contracted pharmacy 

since the beginning of the year in January 2009. 

Despite these recommendations the facility 

continued to have these deficient practices. The 

facility failed to identify the root causes of these 

deficient practices and implement change through 

the Quality Assurance process. (Also see Tag 

F431.)

The Consultant Pharmacist revised 7/04, 

indicated, "...5. Submit a written report at each 

quarterly Quality Assurance and Assessment 

Committee meeting summarizing the status of the 

facility's pharmaceutical service and nursing staff 

performance...10. Submit a monthly report that 

documents all procedural observations, 

recommendations, and irregularities;..."

4. The facility abuse policy lacked documentation 

of a clear distinction for resident to resident 

sexual abuse. The Quality Assurance process 

had a systematic breakdown when staff failed to 

identify and report several instances of sexually 

inappropriate behavior of an alert resident.  (Also 

see Tag F223.)
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5. The facility failed to include the resources of 

the Social Service Department to work with 

difficult family members, residents who are 

non-compliant or identified as having 

inappropriate behaviors.  (Also see Tags F223 

and F323.)
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